Scientific summary Background
Over 70% of the health-care budget in England is spent on the care of people with long-term conditions (LTCs). Reducing unscheduled care has become a priority for the NHS, and there is a drive to reduce unscheduled care use and emergency admissions to hospitals of those people with LTCs who can be managed in the community.
Psychological comorbidity is high in people with physical LTCs. For example, people with two or more LTCs are seven times more likely to have depression than those who are physically well. Comorbid psychological morbidity in people with LTCs is associated with a range of adverse outcomes, including increased mortality, poorer physical health outcomes, longer stay in hospital, and increased health costs and service utilisation.
The aim of this programme of research was to examine the relationship between psychological morbidity and use of unscheduled care in people with LTCs, and to develop a tailored psychosocial intervention, which would have the potential to reduce use of unscheduled care. We used a mixed-methods approach.
Throughout the programme, we focused on four common exemplar conditions [asthma, coronary heart disease (CHD), chronic obstructive pulmonary disease (COPD) and diabetes] and all the results refer to people with at least one of these four conditions, unless stated otherwise.
The programme was divided into three phases. The first phase involved evidence synthesis. The second phase involved mapping the frequency and pattern of unscheduled care in patients with the four exemplar LTCs over a 12-month period, and the identification of potential red flag markers for patients at risk of using unscheduled care.
Phase 3 involved developing and testing the validity and utility of the red flag markers using current NHS databases. We also developed and evaluated a low-intensity psychosocial intervention for use in primary care with the intention of reducing use of unscheduled care in people with LTCs, and tested this in an exploratory and feasibility cluster randomised controlled trial (RCT).
Phase 1

Objective
To systematically synthesise the current evidence about psychosocial drivers of unscheduled care, and complex interventions that reduce unscheduled care, in patients with LTCs.
Methods
We carried out five systematic reviews. The first two reviews focused on potential psychosocial predictors of unscheduled care and included studies that had assessed the use of unscheduled health care prospectively over a defined time period. The first review focused on depression and the second on anxiety. The third and fourth reviews focused on the evidence base for complex intervention that may reduce unscheduled care use in (a) asthma and (b) COPD. RCTs which had included a measure of unscheduled care as part of the outcome measures were included in reviews 3 and 4. Standard meta-analytic techniques were used to process the data in all of the above four reviews. The fifth review was a synthesis of qualitative studies that had explored reasons why people with LTCs use unscheduled care.
Results
Review 1
Depression was associated with an increased risk of using unscheduled care in patients with LTCs [16 studies; odds ratio (OR) 1.49, 95% confidence interval (CI) 1.35 to 1.64; p < 0.0005].
Review 2
Anxiety was not associated with use of unscheduled care (eight studies; OR 1.078, 95% CI 0.877 to 1.325; p = 0.476).
Review 3
In COPD, the overall combined effect associated with the interventions was a 32% reduction in the use of unscheduled care (32 studies; OR 0.68, 95% CI 0.57 to 0.80).
Review 4
In asthma, complex interventions were associated with a 21% reduction in the use of unscheduled care (33 studies; OR 0.79, 95% CI 0.67 to 0.94).
Review 5
Qualitative work suggested that patients used unscheduled care because of a sense of pressing need, which was linked to their worsening physical health, and a sense of having 'no choice'. Previous experience of health care shaped future use. Emotional, social and cultural factors that could lead to use of unscheduled care remain relatively unexplored in the existing literature.
Conclusions
We found evidence that depression, but not anxiety, is prospectively associated with an increased probability of using unscheduled care in patients with LTCs, but it was unclear from the work carried out whether or not this is mediated via severity of physical illness. We found very few primary care studies, yet primary care is the major arena in which care of LTCs is provided in the UK. We concluded that further work, based in primary care in the UK, is necessary to determine if depression or other psychosocial factors are important predictors of unscheduled care in people with LTCs.
The results from the qualitative review suggest that patients understand differences between services and make informed decisions about when and what type of health care to use, and they see hospitals as places of safety and expertise.
Phase 2 (comprising three studies)
Study 1: longitudinal prospective study in primary care Objectives 1. Derive estimates of the frequency and pattern of unscheduled care in patients with asthma, CHD, COPD and diabetes as examples of common LTCs. 2. Develop and validate a 'red flag' system that will identify patients with LTCs who are at risk of becoming frequent users of unscheduled care (phases 2 and 3).
Methods
We conducted a primary-care, prospective cohort study of patients with LTCs aged ≥ 18 years to identify predictors of unscheduled care. Patients were identified from Quality and Outcomes Framework (QOF; a pay-for-performance scheme) registers from 10 general practices in Manchester. Participants completed a baseline postal questionnaire and follow-up questionnaire 1 year later. Two measures of outcome were 
Results
A total of 1860 patients completed the baseline questionnaire, 1203 patients completed the follow-up questionnaire and 1415 GP records were checked to record EHAs. Multimorbidity was present in 72% of patients. Sixteen per cent of patients had an emergency admission in the year prior to completing the questionnaire and 17% the year after.
Independent predictors of both EHAs and participant-reported use of unscheduled care were no partner, number of threatening experiences, use of unscheduled care in the baseline year and a Hospital Anxiety and Depression Scale (HADS) score for depression of ≥ 8. More severe depression (HADS score of ≥ 11) was associated with a twofold risk of use of unscheduled care. The most powerful predictor of future use of unscheduled care was prior use (threefold/fourfold risk). Other predictors for either EHAs or reported use of unscheduled care were severity of illness and multimorbidity.
Costs
Detailed service use data were costed using published national health-and social-care unit costs data and included unscheduled and scheduled care costs. The mean costs for unscheduled care accounted for roughly half of the total cost of health care during the period studied. The total costs for the group of patients as a whole were significantly higher for depressed patients than for non-depressed patients, both for scheduled and unscheduled care. The presence of depression at baseline, maximum severity of LTC and the total costs in the year before baseline were independently associated with increased unscheduled care costs and total costs.
Conclusions
The most powerful predictor of prospective use of unscheduled care was previous use of unscheduled care, but psychosocial factors (having no partner, threatening experiences and depression) were independent predictors in their own right. The costs of unscheduled care used by the patients in the study approximated to half of their total health-care costs. Our findings suggest that a psychosocial intervention may be helpful in reducing use of unscheduled care in people with LTCs and, if so, may also reduce costs.
Qualitative studies 2 and 3
Objective
To identify personal reasons for use of unscheduled care including barriers to access for routine care; patients' motivations; expectations and decision-making processes; influences from families and relevant health-care workers; and factors in routine consultations with health-care practitioners (HCPs) in primary care.
Study 2: why do people use unscheduled care?
Methods
We conducted semistructured interviews with a subset of participants from the longitudinal cohort study and with HCPs across primary and secondary care. Interviews were audio-recorded, transcribed verbatim and analysed using a framework approach.
Results
Twenty-nine HCPs and 50 patients were interviewed. HCPs typically described use of unscheduled care as inevitable for people with LTCs. Patients expressed a reluctance to use unscheduled care and a preference to access routine care. Health-care choices and judgements of need were influenced by previous experiences of services. The potential role that psychosocial factors may play in urgent help-seeking did not arise in the accounts of HCPs or patients.
Conclusions
Use of unscheduled care was influenced by patients' previous experience of care. In order to address use of unscheduled care, HCPs need to be more aware of the different value patients attach to routine and unscheduled services in the context of health crises, and the way they make choices about health care.
Study 3: what happens in routine primary care consultations?
Methods
We audio-recorded primary care consultations for people with LTCs. We used stimulated recall to encourage discussion of consultations during semistructured interviews with patients and HCPs. Using a longitudinal approach, we kept in contact with patients for 3 months, providing them with optional health-care logs to complete when they thought about or decided to seek help, and asking them to discuss their health regularly with a researcher by telephone. After 3 months, patients were invited to participate in a further interview.
Results
Thirty-four patients agreed to take part. Twenty-nine consultations were audio-recorded by HCPs; 10 HCP interviews, and 27 initial and 22 follow-up patient interviews were completed. Reviews predominantly focused on the clinician's agenda, in particular on achieving QOF 'targets', often to the detriment of other aspects of care. Discussion of unscheduled care or crisis management and behaviour change work were rare, with patients positioned as passive recipients of care.
Conclusion
This study suggests that routine reviews tend to have a narrow focus and fail to address patients' needs holistically. Routine reviews present an opportunity to improve LTC management and influence patients' health-care use, but this may require the adoption of a more holistic and patient-centred approach to consultations.
Phase 3 (comprised two studies)
Study 1: revalidation study in primary care
Objective
To validate the research findings from the longitudinal cohort study in phase 2, using routinely collected electronic data.
Methods
We analysed NHS electronic data from two large geographical areas in north London for patients aged ≥ 18 years with at least one of the four exemplar LTCs. Potential predictor variables included age, sex, each of the four LTCs, depression and previous use of unscheduled care for a 2-year period before a specified index date. We used two dependent variables: attendances at EDs and EHAs over a 12-month post-index date period.
Results
Prior use of unscheduled care and each of the LTCs were independent predictors of ED attendances and EHAs. The rates of depression were very low in both areas, which suggested problems with identification and recording in GP data systems. Depression was an independent predictor of ED attendances, but not EHAs, which may have been because of the low prevalence of recorded depression. 
Discussion
The findings from this study generally supported those from the cohort study in phase 2. The prevalence of recorded depression in the electronic databases was very low, which reduced its potential as a predictor variable.
Study 2: an exploratory and feasibility cluster randomised controlled trial in primary care
Objective
To develop and evaluate an intervention that will reduce/prevent unscheduled care, while maintaining or improving patient benefit, and to use statistical and health economic modelling to estimate the costs and benefits associated with treatment intervention.
Methods
We worked with people with lived experience of chronic disease to develop a patient-centred intervention, and carried out an exploratory cluster RCT to evaluate its acceptability and key parameters for a larger definitive study. We randomised six GP practices to either the intervention or control group. We used COPD as an exemplar LTC. The intervention consisted of two components: 1. A practice-level intervention to improve the overall care of patients with COPD, and to improve methods of identifying 'at-risk' patients. 2. A targeted patient intervention, delivered by a liaison health worker (LHW) working in the practice, for people with COPD who had psychosocial risk factors for increased use of unscheduled care. This consisted of four sessions of brief low-intensity treatment for depression, coupled with social interventions to help with challenging life experiences arising from the LTC.
The main outcome measure was use of unscheduled care over the 12-month period of the trial.
We used qualitative methods to assess the acceptability of both levels of the intervention.
Results
There was no evidence from either quantitative or qualitative work that the practice-level intervention impacted on use of unscheduled care or was integrated into the practices. The targeted patient intervention was highly acceptable to patients, with good recruitment and retention, very good qualitative feedback and preliminary evidence of reduction in depression and use of unscheduled care (ED attendances) for patients who received it.
Conclusions
Organisational change in primary care is difficult, and challenging, and may require considerable resources and time to produce demonstrable benefits for people with LTCs. A targeted patient intervention delivered by LHWs showed promise in terms of its acceptability to patients.
Research recommendations
In the context of ongoing service change, the programme raises a number of further research questions, summarised here in priority order:
1. Can routine primary care consultations for patients with LTCs become more patient centred to facilitate discussion of psychosocial issues that impact on health care, and can these consultations be used to implement behavioural change? 2. What are the costs and benefits of a targeted patient intervention to reduce unscheduled care and overall costs for people with LTCs and comorbid depression?
